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Level of Care 

Level of Care Inquiry 

 Level of Care Inquiry (LOC) screen provides information for persons enrolled in long-

term care; such as nursing facilities, hospice, home and community based waivers or 

the Program for the All Inclusive Care of the Elderly (PACE). 

 DMAS staff or the service authorization contractor enters the LOC data upon 

notification by the provider. 

 LOC data can be accessed two ways: 

o Benefit Plan screen  

o Level of Care Inquiry screen 

Accessing the LOC Inquiry Screen 

 Select Assessment from the MMIS Main System Menu to access LOC to navigate to 

the Assessments Maintenance Menu. 
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Assessment Maintenance Menu 

 Enter Member’s SSN or Member ID number 

 From the Maintenance Functions drop-down menu select Level of Care 

 Select Inquiry, then select Enter 
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Case Data Screen Field Definitions Unique to the Level of Care Screen 

 

Benefit Program:  The first tier or level of the code structure defining the benefit plan. 

   The benefit program is the highest level reporting designation defined 

   by DMAS and, in most cases, is indicative of the source of funding. 

 
01 Medicaid 

02 TDO (Temporary Detention Order) 

03 SLH (State and Local Hospitals) 

04 Premium Payments 

05 Regular Assisted Living 

06 (HIDP) Health Insurance Demonstration Program 

07 FAMIS 

08 Assessments 

09 System Generated for Medicaid Expansion 
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LOC:    A code used as a modifier to the benefit plan code, indicating the level 

   of care (LOC) that the member is receiving in a nursing home facility 

   or waiver service. 

 
1 ICF 

2 SNF  

4* CMM Physician 

5* CMM Pharmacy 

6* CMM Transportation 

7* Out of State Provider 

9 Elderly or Disabled Waiver with Consumer Direction 

A Technology Assisted Waiver 

D Hospice 

E AIDS Waiver (Ended July 2012) 

EI* Early Intervention, effective October 2009 

L Long Stay Hospital 

M* Children’s Mental Health 

MP Money Follows the Person (MFP is directly related to 

LTC Services) 

MW* Medicaid Works, effective July 2009 

PP PACE, effective April 2009 

R IFDDS Waiver 

S Day Support Waiver 

T Alzheimer’s Assisted Living Waiver 

Y ID Waiver (formerly the MR Waiver) 

blank or 

spaces 

N/A 

*Non-LTC Exception Indicators 

 

Admission Date:  The beginning date of enrollment in the benefit plan level of care 

 

Discharge Date:   The end date of enrollment in the benefit plan level of care 

 

Provider ID: The Provider Identification Number of the provider assigned by the 

benefit plan to the member, especially related to managed care, CMM 

Lock-in, nursing facilities, hospice, and PACE 

 

 End Reason:   A code indicating the reason that the member's benefit period was 

   ended 

 

 Change Source: Source that provided the information resulting in a change of benefit 

   data (specifically, nursing facility, community based care or mental 

   retardation information); or a specific type of benefit 

 
00 No Change Source 

01 Provider 

02 Member 

03 Utilization Review Analyst 

04 Other MSS Staff 

05 Department of Social Services 

06 DBHDS 

07 DMAS- Managed Care 

08 DMAS - CMM 
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86 Vent 

87 AIDS-ended effective July 2012) 

88 System Generated (manual entry not allowed) 

89 Complex 

91 TBI 

92 Rehab 

99 Unknown 

CD Converted Data (used only during conversion) 

DF Default benefit which may not be modified 

manually 

 

Level of Care  

Segment Status:  Indicates the disposition of the LOC segment (approved, pended or 

   voided) 

 
A Assigned/Approved 

P Pended or Pre-assigned 

V Void 

 

Update Date:   Displays the date that the level of care segment was last created or  

   updated 
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Data/Activities that Affect Level of Care Enrollments 

Data that Affects Level of Care Enrollment 

MMIS Critical 

Field(s) 

Level of Care 

Impact Area(s) 

Comments 

Member ID 

Number 

Continuity 

Payments 

Transfer Member ID numbers  

Before creating a new Member ID search the system for any existing IDs. 

IDs with the prefix 975 are DMAS generated IDs used for pre-admission 

screenings however they must also be used to reflect eligibility. DO NOT 

create a new ID. 

Sex, Date of 

Birth, and 

Name 

Identification Sex, date of birth, and name must be accurate to ensure payment and 

identification. 

Aid Category Enrollment 

Payments 

Aid Categories included in long term care enrollment 

TPL Coverage 

Types 

Enrollment 

Payments 

Coordination of 

Benefits 

TPL information needs to be entered or closed on an Member's case timely. 

Activities that Affect Level of Care Enrollment 

 Enrolling members late into appropriate long-term care aid categories. 

 

 Not performing timely changes to aid categories when a member moves from one 

level of care to another, such as from assisted living to nursing facility placement.   

  

 Not performing timely annual reassessments of eligibility coverage, which causes the 

eligibility segments to auto close and providers are unable to receive payment.  If a 

member receiving long-term care is canceled on or before cut-off with a cancel reason 

003, 005, or 007 and reinstated prior to cut-off the following month, the long-term 

care enrollment will be retained.  If more than two months elapse, the long-term care 

benefit plan will not automatically be reinstated. 

 

 Anytime a member moves between aid categories not approved for long-term care, it 

creates a situation where DMAS cannot reimburse providers for services rendered.  

Aid categories not approved for long-term care are FAMIS (005, 006, 007, 008, 009), 

AG (012, 032, 052), Plan First (080) and limited coverage Medicaid (023, 043, 053, 

055, 056, 063). 
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Patient Pay in MMIS 

MMIS records and stores patient pay information for Medicaid members receiving long-term 

care (LTC) services.  When patient pay information is entered in the MMIS, a patient pay 

segment is created on the file and a Notice of Obligation detailing the information used to 

determine the patient pay amount is sent to the member or person acting on his behalf.  The 

long-term care provider can access the patient pay amount through the Automated Response 

System (ARS) and Medicall.  Once patient pay information is entered into the MMIS, MMIS 

will be the system of record for patient pay and will generate patient pay activity reports for 

use by DSS and DMAS staff.     

 

There are five patient pay screens: 

 Member Financial-Inquiry 

 Patient Pay Screen 1 

 Patient Pay Screen 2 

 Patient Pay Screen 3 

 Patient Pay History-Inquiry  

 

Member Financials-Inquiry screen is the gateway to the patient pay screens and is accessed 

from the Enrollment Menu.  This screen contains information about the member, eligibility 

and benefit plan, most recent patient pay and income.   

 

The Patient Pay Screens 1-3 record the information used in the patient pay calculation and can 

be accessed from the Member Financial-Inquiry and the Patient Pay History screens.   Patient 

Pay Screen 1 contains income information.  Patient Pay Screen 2 contains special earning 

allowance information.  Patient Pay Screen 3 contains the allowance information and the 

calculation.   

 

The Patient Pay History-Inquiry screen provides a chronological record of all patient pay 

segments that have been entered into the MMIS.  Information about the member, the patient 

pay effective dates, amounts, and the date the information was entered into MMIS is 

displayed.  

 

There is limited functionality for calculating patient pay.  The system has the ability to add 

together income and subtract allowances in most situations.  The system will calculate the 

special earnings allowance.  Patient pay for the medically needy (MN) and partial patient pay 

must be calculated outside of the system and the information recorded on the patient pay 

screens. 

 

From MMIS, several reports are generated.  These reports include both new and ongoing 

members with patient pay.  These reports are available through the LDSS Intranet Medicaid 

Management Reports link.  For a description of these reports see the Patient Pay Reports 

section of this chapter. 

 

The MMIS will complete an automated update of patient pay each year for most members 

when the Social Security Administration (SSA) reports the cost of living changes to DMAS.   
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Member Financials Inquiry Screen  

The Member Financials Screen displays data from other areas within the MMIS to give an 

overview of information important to an individual’s eligibility for long-term care services 

including aid category, exception indicators, benefits plan, patient pay and income.  This 

screen is the first step to entering patient pay information in the MMIS.  It is also the only 

pathway to access the Patient Pay Screens and Patient Pay History Screen.   
 

This screen is inquiry only and cannot be updated.  The only data element editable on this 

screen is the Member ID, which allows change from one member to another without having to 

return to the Enrollment Menu.  
 

 
 

Case Data Screen Field Definitions Unique to the Member Financials Screen 

 

Penalty:  Indicates whether penalty information exists for that member.  “Y” 

  (Yes) if penalties exist, “N” (No) if no penalties exist (The Penalty  

  Period Screen is not functional at this time.) 

 

Aid Category: Displays the member’s current defined aid category 

 

Benefit Plan:  Displays the description of the member’s benefit plan 
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Exception  Displays the member’s benefit plan exception indicator.  (If there is  

Indicator: more than one active EI for the member a plus sign (+) will be 

displayed. 

 

Auth Rep:  Name of member’s authorized representative, if any 

 

Rep Addr 1:  Mailing address line one for member’s authorized representative, if any 

 

Rep Addr 2:  Mailing address line two for member’s authorized representative, if any 

 

City:   Mailing address city for member’s authorized representative, if any 

 

State:   State abbreviation in which the member resides 

 

Zip Code:  Zip code of the area in which the member resides 

 

Mail to Auth Rep: This field indicates whether the member's mailing address is the Case 

   address, Individual address or Authorized Representative address, see 

   table below for valid values: 

 

A Authorized Representative 

C Case  

E Enrollee 

 

This data field will be populated with the case name and address, unless the mailing indicator 

is changed.  If the member or an authorized representative is required to receive the Notice of 

Obligation, the indicator will have to be changed.   

 

Important-Authorized representative information can only be entered on the Comments 

Screen   (See Page G-23 for Comments Screen information) 

 

Begin Date:  Latest patient pay begin date is displayed 

 

End Date:  Latest patient pay end date is displayed 

 

Patient Pay:  Latest patient pay amount is displayed 

 

Action Date:  Displays the patient pay added date 

 

Reason Code:  Latest patient pay reason is displayed 

 

User ID:  Operator E-code is displayed 

 

Provider ID:  This is the CMS assigned National Provider Identifier (NPI) that  

   represents an individual entity  
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ST:   Patient pay status is displayed, see table below for valid values: 

 

A Active 

V Void 

 

View Previous This field allows viewing of the patient pay history. Click in  

Patient Pay:  the selection box and select Enter to access the Patient Pay   

   History screen 

 

If no patient pay information is displayed then there is no active patient pay information in 

MMIS.  If patient pay information appears, select View Previous Patient Pay and Enter to 

view prior patient pay history.  

 

SSA Bendex Amt: BENDEX amount is displayed 

 

SSA:   SSA amount is displayed 

 

SSI:   SSI Amount is displayed 

 

Payment Stat:   BENDEX Status is displayed, see table below for valid values: 

 

A Active 

V Void 

 

Other:   Other income is displayed 

 

Earned:  Calculated total of  Income 1 and Income 2 

 

Begin Date:  BENDEX added date is displayed 

 

Unearned:  Calculated total of SSA amount and Other Income  
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Patient Pay Screens 1-3 

The patient pay screens may be accessed in inquiry mode or update mode.  Patient pay 

information can be viewed in either mode, but can only be added or changed in update mode.  

Access to the patient pay screens is only from the Member Financials Inquiry Screen.  When 

in the patient pay screens in update mode, navigation to other screens is limited to the Patient 

Pay History Inquiry screen and, under certain circumstances, the Comments screen.  When in 

inquiry mode, all function keys are active and navigation to the other screens is allowed.  The 

limited navigation ability while in update mode is due to the calculate functionality of the 

screens.  

 

Patient pay segments may not be entered with a begin date more than 12 months prior to the 

month in which action is being taken and no more than 12 months in the future.  Patient pay 

segments cannot have overlapping time periods.  Only one patient pay segment may end in 

the default end date for ongoing patient pay segments of 12/31/9999.  There are edits in place 

to prevent these situations from occurring.  

 

Patient pay screens have two types of functionality; calculate and override.  When patient pay 

is initially entered into MMIS, the screens are in “calculate mode.”  Once patient pay has been 

entered into the system, the system will always display the most recent segment entered in the 

mode in which the segment was entered on Patient Pay screen 1.   

 

Calculate mode mathematically determines the amount of income, the special earnings 

allowance and the overall amount of patient pay.  Other allowances must be determined 

outside the system.   

 

In override mode, automated calculations are not completed.  Using the Override button 

changes screen 3 to override mode. The screen may be changed back and forth between the 

two modes.  Medically needy spenddown cases or other cases that require determination of 

the amount of patient pay outside the system must be completed using override mode.  The 

initial income calculation on screen 1 is always completed in calculate mode prior to 

switching to override mode.  Both functions work together to complete data entry of patient 

pay segments. Switching to override mode allows access to certain data fields on screen 3 that 

must be completed for medically needy spenddown cases.  

 

Three different patient pay segments may be entered at one time.  Any time a patient pay 

segment is entered or updated a Notice of Obligation will be generated by the system.  If 

patient pay is entered for more than one provider a notice is generated for each provider. Each 

Notice of Obligation can only provide information for three patient pay segments as space on 

the form is limited.  If more than three patient pay segments are entered on any given day, a 

second Notice of Obligation will be generated for that member. If any segment is voided the 

day it is entered into MMIS then that segment will not appear on the Notice of Obligation.   
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Patient Pay Screen 1 

 
 

Note:  In the example screen shot above, the member does not have any patient pay history, 

therefore the message “NO PATIENT PAY INFORMATION FOUND” is returned by the 

MMIS. 

 

Case Data Screen Field Definitions Unique to Patient Pay Screen 1 

 

Mail Name:  Display-only field containing the name of the person to receive the 

   Notice of Obligation based on what the user entered in the mail to field 

 

Mail to:  This indicator determines who will receive the Notice of Obligation.  

   The MMIS pre-fills this data element with “C”, the case name and  

   address.  The “Mail To” indicator must be changed to send the Notice 

   of Obligation  to the authorized representative or the member,  if the 

   mailing address is different from the address on the Case screen.  If 

   “A” is entered and no authorized representative information is present 

   on the Comments screen an error message will display. If the Notice of 

   Obligation must go to the authorized representative, his information 

   must be entered on the Comments screen.  

 

Provider ID:  This is the CMS assigned National Provider Identifier that represents 

   an individual entity 
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Provider Name: Display-only field containing the name of the provider whose ID  

   appears in the Provider ID field 

 

Reason Code:  Latest patient pay reason is displayed 

 

Begin Date:  Patient pay begin date is displayed 

 

End Date:  Patient pay end date is displayed 

 

SSA:   SSA amount is displayed 

 

SSI:   SSI Amount is displayed 

 

Other Unearned: Other unearned income 

 

Total Unearned: This is calculated by the system and is the total of Unearned Income 

   except SSI 

 

EMPL 1:  Employer name 

 

EMPL 2:  Employer name 

 

Total Earned: This is the total of earned Income 

 

Gross Income: The MMIS will calculate gross income by adding the totals in  

   the total unearned and total earned data fields 

 

Special Earnings  Valid values are 'NF', 'CBC' or spaces. This  

Ind:   indicator will be used for triggering one of two different calculations, 

   one for Nursing Facilities (NF) or one for CBC Waivers (CBC), under 

   the Special Earnings Allowance section of Patient Pay screen 

 

The following is detailed information regarding select data elements on screen 1: 

 

Prov ID – This is the ID number of the provider who is responsible for collection of the 

patient pay obligation. It is also known as a National Provider Identifier or NPI number.  

These numbers are assigned by the federal government and are unique to the provider.  

Waiver providers may also have an ID number called an Atypical Provider Identifier or API 

in addition to an NPI.  An API number is not assigned by the federal government, but may be 

used in place of an NPI number by a CBC provider.  The Prov ID and the Prov Name fields 

will be prefilled by MMIS when a nursing facility or hospice provider is known to the system.  

CBC provider ID numbers must be given by the: 

 

 Case Manager at DMAS for Tech Waiver 

 Case Manager at the Community Service Board for the ID (formerly MR) and DS 

Waivers 

 Case Manager (Support Coordinator) for DD Waiver 
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 Service Facilitator for EDCD with consumer-directed service 

 Case Manager for any member with case management services 

 Personal Care Provider for EDCD-personal care services and other services. 

 

The provider ID number may be changed as appropriate; however, there is an exception.  A 

hospice provider ID may not be changed when present in this data field, as they are 

responsible for coordination of patient pay over any other provider of services.  The MMIS 

will validate the correctness of all ID numbers that are entered.  An error message will display 

if the number is not known or incorrect.  If the hospice provider is no longer caring for the 

member and the new provider ID cannot be entered send an email to the DMAS LTC Unit 

Inbox at ltcpatientpayissues@dmas.virginia.gov for assistance. 

 

If a CBC provider has both an NPI and API number, the MMIS may only have one of the 

numbers recorded for use by the provider as their ID.  If the MMIS indicates that a number is 

invalid, you may check with the national registry at NPI Registry to verify the NPI number 

and check for the Virginia Medicaid number, which is the API number.  The API number may 

have to be used in the event the NPI number is not on record with DMAS as a valid provider 

ID for a waiver provider.   

 

If the Medicaid LTC Communication Form (DMAS-225) has a provider ID that is different 

from what is already known to the system, change the ID number to the ID number given by 

the new provider when appropriate. 

 

Note: The provider ID number must be entered prior to updating patient pay.  MMIS will not 

complete a patient pay without a valid provider ID.  An error message will display if the 

system does not recognize the provider number entered as a valid number. 

 

Prov Name – This field is a display only field and will contain the name of the provider 

associated with the provider ID number on the screen.  When a provider number is changed, 

the system will display the name of the new provider. 

 

Reason Code - Reason codes are used to indicate why a patient pay segment was added, 

 changed, or voided. A reason code must be entered for each column in which a patient pay 

 segment is being added or updated.  Some reason codes will require additional action during 

 update of patient pay and others will perform additional transactions for the user.  Please 

 review the description for the requirements or transactions.  Choose the reason code(s) from 

 the list below that indicates the reason for the patient pay transaction(s) being completed: 

 

 

 

 

 

 

 

 

 

 

 

mailto:ltcpatientpayissues@dmas.virginia.gov
https://nppes.cms.hhs.gov/NPPES/NPIRegistryHome.do
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Code Reason Description 

IA Initial  Used at time of application or when adding a new segment 

IN Change in Income Used for any change of income 

AL Change in Allowance 

(s) 

Used when a change in the amount of an allowance is required 

RAL Retroactive Change in 

Allowance (s)  

Can only be used for retroactive adjustment of the spousal allowance 

when the Institutionalized spouse is deceased or discharged from 

LTC or a deceased Member with non-covered medical expenses; 

causes a single segment to split into 2 segments 

  

PR Change in Provider Used when there is a change in LTC provider 

LA Change in Living 

Arrangement 

Used when Member moves from LTC to a community living 

arrangement without Medicaid LTC Services. 

 

RE Renewal of Eligibility Used at the time of the renewal of eligibility 

OT Other Used when adding a segment requires explanation not covered by 

other reason codes, such as deletion of a segment; requires the entry 

of the explanation on the Comment Screen 

 

RV Revision (Changes) Used when modifying existing segments and other reason codes do 

not apply, such as correcting income/allowance data; requires the 

entry of the explanation on the Comment Screen 

 

RCD Client Deceased Use of this reason code has been suspended.  See Broadcast 6931 

for additional information. 
 

ROT Other Retroactive 

Adjustments 
Can only be used for retroactive adjustments by DMAS 

VO Void Can only be completed the same day the action was taken to add a 

segment.  Cannot be used on segments that were updated. (no notice 

of obligation is generated for a voided transaction) 

 

 

Navigation to Other Screens - You cannot exit Patient Pay screens 1-3 when in update 

mode except when using reason codes “OT” or “RV”.  Prior to completing an update, the 

system will require notes be added to the Comments screen.  The update cannot be completed 

unless comments are added.  Navigation to the Patient Pay History screen from Patient Pay 

screen 1 is permitted to access a different Patient Pay segment other than the one that is on 

Patient Pay screen 1 in column 1.  The Patient Pay History screen may also be accessed from 

Patient Pay screen 3 after update. 
 

When using any other Reason Code, update the Comments screen prior to or after the update 

transaction has been completed. 

 

Begin Dates - Patient pay is calculated on a monthly basis for long-term care members.  

Patient pay begins on the first of the month unless: 

 

 A change in provider occurs 

 Eligibility does not begin on the first of a month 

http://localagency.dss.virginia.gov/broadcasts/docs/2011/05/24/6931.pdf
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 The begin date of the Exception Indicator on the benefit plan does not begin on the 

first of the month 

 

The dates of the patient pay segment(s) cannot be outside of the dates of the full coverage 

eligibility segment with the exception of the auxiliary grant aid categories, which are not 

appropriate for LTC coverage.  If that occurs an error message will indicate the member is not 

enrolled in long-term care.  You cannot begin a patient pay segment prior to the begin date of 

the long-term care Exception Indicator. In this instance, begin patient pay when the level of 

care begins.  Patient pay is not prorated in the month of admission. 

 

End Dates  - Enter an end date if the patient pay segment is not ongoing when adding or 

changing the segment.  An overlap error message will display if more than one column has 

the default end date of 12/31/9999 or any other overlap of dates.  End date the patient pay 

segment when the member leaves long-term care.  If there is a future patient pay segment, 

follow the instructions in this chapter for deletion of a patient pay segment.  This will prevent 

a member’s record from being included in the automated SSA cost of living allowance 

process in November of the calendar year. 

 

A patient pay segment may not end beyond the date the member was terminated from 

Medicaid coverage or the end date of the Exception Indicator for the member.  An error 

message will display indicating the member is not in long-term care if any of these criteria are 

not met. 

 

End Dating a Deceased Member - When adding patient pay segments for an applicant who 

is deceased, the dates of the segments must be within the dates of the eligibility segments. The 

last day of the most current patient pay segment should be the date prior to the date of death, 

as Medicaid does not pay the provider for the day a member dies.  An error message will 

display indicating the individual was not in long-term care if the date(s) of a segment extends 

beyond the date the individual was living.   

 

Reason code RCD cannot be used to add patient pay segments to the MMIS. Use of this code 

to end patient pay for a deceased member has been discontinued pending a change to the 

edits for this code.  See Broadcast 6931 for additional information. 

 

 

 

 

 

http://localagency.dss.virginia.gov/broadcasts/docs/2011/05/24/6931.pdf
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Patient Pay Screen 2 

 
 

Case Data Screen Field Definitions Unique to Patient Pay Screen 2 

 

Begin Date:  Begin date from Patient Pay Screen 1 

 

End Date:  End date from Patient Pay Screen 2 

 

Total Earned   Total earned income value from Patient Pay Screen 1 

Income: 

 

Minus Earnings  This is a default which will be stored in the parameter table 

Ded: 

 

Divided by 2:  Calculated as total earned income minus Earnings Deduction 

 

Sub Total:  Calculated as Total Earned Income - Minus Earning Deduction divided 

   by 2 

 

Plus Earnings  A default which will be stored in the parameter table 

Ded:    
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Total:   Calculated as Total Earned Income - Minus Earnings Deduction  

   divided by 2 + Plus Earnings Ded. 

 

NF Special Earnings System should compare the Total data field to the Special Earnings  

Allowance:  Allowance Max Standard.  The Special Earnings Allowance Deduction 

   is the lesser of the two amounts.  The system will insert the lesser of the 

   two figures in the Special Earnings Allowance data field in this section 

   and then populate the Special Earnings Allowance data field on page 

   one of the Patient Pay calculation screen with this same amount.   

 

CBC Special  Amount of allowance is based on the % of SSI and the numbers of 

Earnings   hours worked  

Allowance: 

 

Special Earnings Default based on the value entered in % SSI and date. For NF only, the 

Allow Max:  maximum is not tied to the % SSI and can be no greater than $190. 

 

% SSI:  Displays % SSI, the worker will enter a value of either '200' or '300'; 

   this will cause the Max Allowable Deduction field below to populate 

   with a dollar value from the top of the column 

 

Max Allowable  Default based on the value entered in % SSI and date 

Ded:  

 

Total Earned   From the income calculation section of this screen using the Total  

Income:  Earned data field when ‘CBC’ is the Special Indicator in the income 

   sections 

 

Note:  At this time the MMIS is unable to calculate the Special Earnings Allowance for 

NF members with income less than $75.00, this data must be entered in override mode. 
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Patient Pay Screen 3 

 
 

Case Data Screen Field Definitions Unique to Patient Pay Screen 3 

 

Gross Income: Gross income that can be counted in the patient pay determination.  

   In calculate mode, field will be populated from the total gross income 

   field in the income calculation section of the screen.   In override  

   mode, the user can enter this amount 

 

SD LIAB/MN  Displays the SD LIAB/MN Override amount, this amount 

Override:  will be calculated outside the system and will be entered by the worker, 

   when the MN Override function is used.  This data field will populate 

   the other SD Liability date field 

 

Remaining Income: Displays the remaining income 

 

Basic Allow Ind: Displays the basic allowance indicator.  The worker will enter one of 

the following valid values: “NF” for nursing facility, “CBC” for all 

waivers except the “PACE” for the Program for All Inclusive Services 

for the Elderly Basic Allowance. (“AIDS” indicator ended 07/01/2012)  
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Basic Allowance: Displays the basic allowance  

 

Special Earnings Displays the special earnings allowance; this amount will be 

Allowance:  calculated in the special earnings allowance section 

 

Guardian Fee : Displays the guardian fee amount; this amount will be calculated  

   outside the system and will be entered by the worker, when appropriate 

 

Total PNA/PMA:   Displays the total PNA/PMA amount; this is a system calculated data 

   field. This is the sum of the basic allowance, special earnings allowance 

   and guardian fee amounts. This is the first amount deducted from the 

   amount in the gross income data field 

 

Spousal Allowance: Displays the spousal allowance; this amount will be calculated outside 

   the system and will be entered by the worker, when appropriate. This is 

   the second deduction from the gross income data field 

 

Dep/Family   Displays the dependent/family allowance; this amount will be 

Allowance:  calculated outside the system and will be entered by the worker, when 

   appropriate.  This is the third deduction from the gross income data 

   field 

 

Non Covered   Displays the non-covered medical expenses amount; this amount will  

Medical Exp:  be calculated outside the system and will be entered by the worker, 

   when appropriate.  This is the fourth deduction from the gross income 

   data field 

 

Home   Displays the Home maintenance amount value.  Six months is the 

Maintenance   maximum allowable time the member is allowed this deduction for  

maintaining a home.  Refer to M1470.240 in the Medicaid Eligiblity 

Manual for procedures on calculating this deduction. 

 

Total:   Displays the total amount in MN override mode; this will be entered by 

   the worker only when the MN override is initiated, otherwise it will be 

   blank and not part of the patient pay calculation  

 

SD Liability: Displays the spenddown liability amount; this amount will be 

calculated outside the system and will be entered by the worker, when 

the MN override function is used.  This is a mandatory data field when 

override initiated and locked when override not initiated 

 

 

 

 

 

 

http://spark.dss.virginia.gov/divisions/bp/files/me/manual_transmittals/manual/m14.pdf
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Contributable  Displays the contributable income amount; this amount will be  

Income:  calculated outside the system and will be entered by the worker, when 

  determined appropriate for a particular MN member.  This is a  

mandatory data field for certain MN members when override initiated 

and locked when override not initiated 

 

Patient Pay:  Displays the patient pay amount; this is the patient pay calculation that 

   the system will perform when the Override is not in effect.  This is  

   the last calculation that will be performed by the system. If patient pay 

   once calculated is less than 0, the patient pay data field will display 0. 

 

   The calculation of income and any of the special earnings allowance 

   comes first. Information from Patient Pay Screen 1 and 2 will populate 

   the  appropriate data fields on screen 3.  

 

When the Patient Pay Screens are changed to Override Mode the 

 system will not calculate the amount of patient pay and other data fields 

 that may need to be completed for MN LTC members are not editable.  

 

Medicaid Rate: Displays the Medicaid rate amount, this field will be locked in  

  calculated mode.  In override mode this field can be updated and/or  

   added.  The Medicaid rate is updated by the eligibility worker will need 

  to contact the facility to obtain this rate. The Medicaid Rate for the  

  month for NF providers is per diem multiplied by 31 days; for CBC 

  providers it is the hourly rates multiplied by the number of hours for the 

  dates of service for the member. 
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Patient Pay History Inquiry Screen 

The Patient Pay History Screen is a chronological record of all patient pay segments entered 

in the system for an individual.  The only editable data field on this screen is the member ID 

number.  This enables change from one member to another without leaving the patient pay 

screens.  This screen also provides a pathway to modify patient pay segments other than the 

most current segment when accessed in update mode from the Member Financials screen.   

 

Information from this screen populates the Eligibility Verification Screen; accessible through 

the ARS (Automated Response System) and Medicall systems for providers to obtain 

information regarding an individual’s patient pay.  The  local departments of social services 

are not responsible for communicating patient pay information to the provider community. 

 

The top section of the Patient Pay History screen provides basic member information, such as 

Member ID and name and aid category. The bottom section of the screen contains all patient 

pay segments for the member.  Segments may be “A” active or “V” void.  Active segments 

contain valid patient pay information for the period the segment covers.  Information from 

active segments is reported to providers.  Information from voided segments is maintained in 

history.  It is the responsibility of the provider to monitor patient pay information each month, 

and adjust claims submission accordingly.   

 

When in update mode, select any active segment and then the Patient Pay button to access that 

segment for modification.  Changes in segments must be done in accordance with Medicaid 

policy.  Follow the procedures outlined in this chapter on how to make changes to existing 

segments.  When in inquiry mode select any active segment and then the Patient Pay button to 

view that segment; no changes can be made in inquiry mode. 

 

To enter authorized representative information or case notes in the Comments screen, access 

the Member Financials screen in update mode.   
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Case Data Screen Field Definitions Unique to Patient Pay History Screen 

 

Penalty:  Indicates whether penalty information exists for that member.  “Y” 

   (Yes) if penalties exist, “N” (No) if no penalties exist 

 

Benefit Plan:  Displays the description of the member’s most defining benefit plan 

 

Exception  Displays the member’s benefit plan exception indicator.  (If there is  

Indicator: more than one active EI for the member a plus sign (+) will be 

displayed. 

 

Begin Date:  Displays the member’s patient pay begin date 

 

End Date:  Displays member's patient pay end date 

 

Patient Pay:  Displays member's patient pay liability amount 

 

Action Date:  Displays the date when the last action was taken on patient pay  

   segment 

 

Reason Code:  Current patient pay reason is displayed 

 

User ID:  Operator E-code is displayed 
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Provider ID:  Provider ID displayed 

  

ST:   Code to indicate the status of a period of patient pay. 'A' = Active and 

   'V' = Void 
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Member Comments Screen – Update Mode 

The authorized representative section of this screen must be completely filled out when that 

individual is to receive the Notice of Obligation.  When “A” is entered in the “Mail To” data 

field on Patient Pay screen 1, the system will pull the data from the Comments screen to 

populate the Member Financials Inquiry screen section for the authorized representative.  The 

system will use this address for mailing the Notice of Obligation.  An error message will 

display if the “A” is entered without first completing the authorized representative 

information on this screen.  If an attempt is made to delete the authorized representative 

information without first changing the “Mail To” indicator to either “E” or “C” an error 

message will display.  The “Mail To” data field must be changed prior to deleting this 

information.  This screen may also be used to enter notes regarding why an action is being 

taken on the member’s case.  The notes may relate to any aspect of a member’s record.    

 

If Reason Codes “RV” or “OT” are used when entering patient pay data, the Comments 

screen must be added from Patient Pay screen 3.  

 

 
 

 

Case Data Screen Field Definitions Unique to Member Comments Screen 

 

Authorized   Member’s  authorized representative’s name 

Representative:  
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Eff Date:  Effective date of authorized representative 

 

Address 1:  Authorized representative’s additional address name 

 

Address 2:  Authorized representative’s street address 

 

City:   Authorized representative’s city name 

 

State:   Authorized representative’s state name 

 

Zip Code:  Authorized representative’s zip code 

 

User ID:  E-code of worker that entered authorized representative data (updated 

   by the MMIS) 

 

Change Date:  Member’s authorized representative change date (updated by the  

   MMIS) 
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Entering Initial/New Patient Pay Segments 

This is the procedure for data entry of initial or new patient pay segments.  When the system 

is in calculate mode, the user must pass through the Patient Pay screen 2 which calculates the 

Special Earnings Allowance even when the member has no earned income.  See the procedure 

for entering patient pay for an individual who is entitled to a Special Earnings Allowance in 

this chapter. 

 

 Enrollment Menu, select Member and Update, then enter Member ID number 

 Select Financials (alternate pathway, select Member or Eligibility, then select Financials) 

 From Member Financials screen select Patient Pay to go to Patient Pay screen 1 

 In column 1enter: 

o Mail To Indicator- Default is C, change if required 

o Provider ID (NPI) 

o Reason Code  

o Begin Date 

o End Date if closed period is appropriate, otherwise leave field blank 

o Income in appropriate fields 

 Select Enter (select Enter a second time if no end date to populate MMIS default date of 

12/31/9999), then select Next to go to Patient Pay screen 2. 

 

 
 

You must select Enter before moving to the next screen or MMIS will not recognize changes to data on the screen. 
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 Patient Pay screen 2, select Next to go to Patient Pay screen 3 if no special earnings 

allowance  
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 In column 1 enter: 

 Basic Allowance Indicator (use the Help option for tables), the MMIS 

will automatically display the Basic Allowance amount related to the 

indicator entered in Calculate Mode. 

 Enter any other allowances approved for the member 

 Select Enter, then Update to save data 

 Select PP Hist to verify update 

 

Screen Notes:   

 The MMIS will populate the Begin Date, the End Date, and the Gross Income data 

fields from Patient Pay screen 1. 

 The Basic Allowance Indicator displays the value for the basic allowance related to 

the indicator code entered and the begin date of the patient pay segment when in 

calculate mode.   

 

Please be aware that when entering patient pay segments in Override that these values 

change effective January 1
st
 of each year.  When manually entering this allowance in 

Override you must enter the updated value effective the 1
st
 of January. More than one 

patient pay segment may have to be entered when patient pay segment dates overlap 

the change in the value of the indicator.  Set up a reminder to update patient pay when 

the value of the indicator changes.  
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Example – Effective January 1 of each year, the values for CBC, or PACE may 

change; The automated SSA COLA change will update most members with the new 

values when a COLA is given; otherwise workers must manually change the values 

for the coming year. 

 

 Patient pay data can be corrected  for new segments the same day it is added to the 

MMIS, to include the provider ID number.  If the worker is unable to correct the data, 

refer to the Same Day Void Procedure located in the manual to void out the patient 

pay segment.  If additional assistance is needed, email the Patient Pay Inbox for 

assistance at patientpay@dmas.virginia.gov.  

 

mailto:patientpay@dmas.virginia.gov
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Updating an Existing Patient Pay Segment 

Changes to an individual’s patient pay are made in accordance with Medicaid policy 

governing patient pay determinations.  Refer to M1470 and M1480 in the Medicaid Eligibility 

Manual.  This procedure is used when end dating an ongoing segment or ending a closed 

segment earlier than the original end date.  The procedure is followed any time a change 

occurs, including when a member has been discharged from Medicaid long-term care 

services.   For changes in providers during a month, refer to the section in this chapter 

addressing provider changes.  Increases in patient pay must be entered in MMIS no later 

than the close of business on the 15
th

 of the month in the current month. 

 

Important to Remember: When you re-enter patient pay screens 1-3, the screens will either 

be in Calculate or Override mode depending upon which mode the segment in column 1 was 

entered.  When Enter is selected the system will calculate income, invoke date edits and align 

data in the columns.  Selecting Override at screen 1 will cause the system to jump to Screen 3 

and change the mode to Override or keep the screen in override mode.  If the message on 

patient pay screen 3 does not indicate the screen is in override mode, select Override again to 

switch the screen to Override, if that is the mode required for data entry. 

 

Example: The following is an example of a member who has had a change in the amount of 

income and the change was reported prior to the effective date of the increase. 

 

 Proceed to Patient Pay screen 1 in Update mode.   

 In column 1 enter: 

 Reason Code 

 End Date 

 In column 2, enter: 

 Reason Code 

 Begin Date 

 End Date 

 All Income data  

 Select Enter 

 For Calculate Mode: 

 Select Next to go to Patient Pay screen 2 

 If there is no special earnings allowance select Next to go to Patient 

Pay screen 3 

 Select Enter to calculate patient pay, align data, and invoke edits 

 For Override Mode: 

 Select Override to jump to Patient Pay screen 3 

 Select Enter to invoke edits and align data 

 On Patient Pay screen 3, tab to column 3 and enter: 

 Calculate Mode: 

 Basic Allowance Indicator 

 Any Allowances 

 Select Enter, then Update to save data  

 Override Mode: 

http://spark.dss.virginia.gov/divisions/bp/files/me/manual_transmittals/manual/m14.pdf
http://spark.dss.virginia.gov/divisions/bp/files/me/manual_transmittals/manual/m14.pdf


MMIS Users’ Guide Page G-34 

Chapter G-Long Term Care (LTC) 9/4/2014 

 

 Basic Allowance Indicator 

 Basic Allowance 

 If appropriate, Guardian Fee 

 Total PNA/PMA 

 Any other allowances 

 For a MN case, enter any other appropriate data 

 Patient Pay 

 Select Enter, then Update to save data 

 

 Select PP Hist to verify update The original segment now appears as void and is 

replaced by the end dated segment and the new segment. Select Return to go to 

Member Financial screen 
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Screen Notes:   

 

Reason Codes OT/RV - When using reason codes “OT” or “RV” for data entry of a patient 

pay segment, notes must be placed on the Comments screen or the MMIS will not complete 

the update of the patient pay segments. 

 

Eligibility Renewals - If patient pay does not need to be changed at the time of renewal, no 

action in the MMIS needs to be taken.  If a change is required, end date the patient pay 

segment the last day of the month in which action is being taken to renew eligibility using 

Reason Code “RE.”   Use the appropriate reason code to begin the new patient pay 

segment(s).  

 

Member Discharged from Medicaid LTC Services or Medicaid Eligibility Ends -   

 

For NF members, end date the appropriate patient pay segment the day prior to the date of 

discharge from Medicaid long-term care services.  If there are active patient pay segments 

beyond the date the member’s Medicaid long-term care services end, follow the procedure in 

this chapter for deleting future patient pay segments. 

 

For CBC members, end date patient pay the date prior to discharge or the date of discharge if 

services were provided on that date.  The exception is when the member was admitted to a NF 

on that date, then end patient pay the date prior to the date of discharge.  The NF must have 

the date of admission to the facility as the beginning of the NF patient pay segment. 
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Underpayments and Overpayments 

If the patient pay screens are in calculate mode, prior to selecting update to complete the 

transaction, select override to access the patient pay data field.  Adjust the amount of patient 

pay for any underpayment or overpayment by adding or subtracting the appropriate amount 

from the amount of patient pay determined by the MMIS.  Do not adjust patient pay for 

underpayments of more than $1,500.  Underpayments greater than $1,500.00 must be 

referred to the DMAS Recipient Audit Unit per M1470.900.D, Medicaid Eligibility Manual.  

The Member must have a patient pay greater than zero to return an overpayment. Refer to 

Broadcast 7373 for additional information. 

Override Function 

The override function must be used for all medically needy cases, underpayments and 

overpayments, and any time patient pay must be apportioned between providers.  Failure to 

enter the required data elements for medically needy cases may result in an incorrect patient 

pay.  Additionally, it will cause these segments to be included in the Automated SSA COLA 

Update Process which is contrary to policy and procedure. 

 

Example: - The following example is for a member who is widowed and living in a nursing 

facility with income greater than 300% SSI, Medicare, no earned income and has a change in 

an allowance.  Remember, the Medicaid rate is obtained by contacting the facility and this 

amount is unique to the provider.  The example shown has ongoing patient pay, which is only 

allowable for medically needy individuals whose spenddown liability is less than the 

Medicaid rate for the facility.  Additionally, under this set of circumstances ongoing patient 

pay may be entered. All data entry must be completed in Override Mode. 

 

 Proceed to Patient Pay screen 1 in update mode and enter the following: 

 Mail To Indicator-Default Value C, change if required 

 Provider ID 

 Reason Code 

 Begin Date 

 End Date if closed period is appropriate, otherwise leave field blank 

 Member income data  

 Select Enter (select Enter a second time if no end date to populate MMIS default date 

of 12/31/9999) 

 Select Override to change from Calculate to Override Mode and jump to screen 3 

 Patient Pay screen 3, all fields are accessible in override mode with the exception of 

the begin and end date fields.  A message displays at the bottom of the screen alerting 

the user that override mode is active.  Remember, the MMIS will NOT calculate 

patient pay when in override mode 

 Update the required fields as appropriate to the situation or member.  Data entry of the 

medically needy data elements is mandatory on this screen.  If any field is not 

accessible, select Override again to allow entry 

http://spark.dss.virginia.gov/divisions/bp/files/me/manual_transmittals/manual/m14.pdf
http://localagency.dss.virginia.gov/broadcasts/docs/2012/03/09/7373.pdf


MMIS Users’ Guide Page G-39 

Chapter G-Long Term Care (LTC) 9/4/2014 

 

 Select Enter, then Update to save data.  (After Update has been selected, the MMIS 

will move the most current patient pay segment to the first column.  This segment will 

display when the patient pay screens are accessed for future updates.) 

 Select PP Hist to verify the update 

 

 
 

AL 
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Same Day Void of Patient Pay Segments 

When a patient pay segment has been entered in error, the reason code “VO” permits the 

segment to be voided the same day the segment was entered.  Using “VO” voids the segment 

and blocks the generation of a Notice of Obligation that includes that segment.  The voided 

segment is maintained in patient pay history, but is not reported to providers.  Only segments 

that are an initial entry can be voided using this process.  Segments that existed previously 

and have been modified cannot be voided using this process.  Contact DMAS at 

patientpay@dmas.virginia.gov when permission is needed to void a segment; approval must 

be granted to avoid an audit error. 

 

Patient pay segments that are entered into the MMIS may be modified the same day they are 

entered.  Patient pay segments for a future period may be modified after the day they are 

entered in accordance with Medicaid policy.  It is not necessary to void the segment unless the 

segment cannot be corrected.  

 

 On the Patient Pay History screen select the radio button beside the patient pay 

segment to be voided, then select Patient Pay to go to Patient Pay screen 1 

 Enter Reason Code “VO” then select Enter 

 The following message appears at the bottom of the screen:  “THIS PATIENT PAY 

SEGMENT WILL BE VOIDED. PRESS NEXT SCREEN BUTTON.”  Select Next 

twice to go to screen 3 

 Select Enter, then Update to confirm void 

 Patient Pay screen 3 will now be refreshed with the most active current segment which 

 is moved to column one.  Once a segment is voided it only appears on the patient pay 

 history screen as status “V” for void and cannot be updated.   

 Select PP Hist to verify the update  

 Select Return to go to Member Financials screen.  The most current active segment 

will now appear here.  If the segment that was voided was the only patient pay 

segment for this member, no patient pay segment is displayed on the Member 

Financials screen. 

 

Review the screen shots on the pages that follow: 
 

 

mailto:patientpay@dmas.virginia.gov
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Updating Patient Pay - Change in Provider during a Month 

When a change in provider occurs during the month it will be necessary to establish the 

amounts of patient pay each provider will be responsible to collect during the month of the 

change.  The amount of patient pay for each provider must be determined in accordance with 

Medicaid policy governing these changes.  Medicaid policy regarding changes in provider is 

located at M1470.900.  Changes in provider during a month will require adjustments be made 

to patient pay segments in the MMIS.  Multiple patient pay transactions are required to 

complete any necessary changes.   These procedures apply to the following facility changes: 

 

 CBC to CBC 

 NF to NF 

 CBC to NF 

 NF to CBC 

 CBC or NF to a DBHDS/CSB as the provider 

 CBC or NF to a PACE Program 

 PACE Program to a Non-PACE CBC or NF provider  

 Pace CBC to Pace NF provider 

Change in Provider Scenarios and Procedures 

The following is a list of general scenarios that workers will come across when having to 

complete a change of provider for patient pay: 

 

1. DMAS-225 is received for a change in the current month; patient pay will increase 

beginning the next month and it is prior to advance notice cutoff. 

2. DMAS-225 is received for a change in the current month; patient pay will increase 

beginning the next month and it is after advance notice cutoff. 

3. DMAS-225 is received timely; the change occurred in the current month; patient pay 

will decrease in the future. 

4. DMAS-225 is received untimely; the change occurred in the past; patient pay will 

increase and it is prior to cutoff for advance notice in the month in which action is 

being taken. 

5. DMAS-225 is received untimely; the change occurred in the past; patient pay will 

increase and it is after cutoff for advance notice in the month in which action is being 

taken. 

6. DMAS-225 is received timely or untimely; the change occurred in the past or in the 

current month; patient pay be split in the month of change, but is the same as in the 

past. 

 

Systems Cutoff for Patient Pay Increases – If a change in provider occurs and the new 

patient pay amount is greater than what the member was previously advised, the MMIS will 

block the entry of the increase in patient pay in the current month, or the future month if after 

the 15
th

 of the current month.  This scenario, normally occurs when a member moves from a 

CBC to NF provider due to the differences in the amount of the basic allowance.  Increases in 

patient pay are always done prospectively in accordance with M1470 and M1480 of the 

http://spark.dss.virginia.gov/divisions/bp/files/me/manual_transmittals/manual/m14.pdf
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Medicaid Eligibility Manual.  If an underpayment occurs refer to M1470  of the Medicaid 

manual for procedures in making referrals to the DMAS Recipient Audit Unit. 

 

Pace CBC to Pace NF Provider 

If a member moves from PACE CBC to a PACE NF during a month the basic allowance 

indicator must be changed to NF.  The increase in patient pay is  prospectively with the 

next advance notice period.  There is no underpayment for this type of change.  See 

Medicaid Manual M1470.520 B. 

 

Different Waiver Services Under the Same CBC Provider -  If a member receives different 

CBC services at different times from the same provider using a different NPI number for each 

service and the patient pay is greater than zero, the change in provider procedure must be 

followed.  Patient pay must be apportioned using the NPI number that matches the service 

being provided.   

 

Policy says that patient pay is collected by the provider having the greatest number of billable 

hours if the member receives more than one type of service during a month. The providers are 

responsible for determining how much patient pay each one has to collect.  

 

The change of provider procedure is not required when: 

 

Patient Pay is Zero and CBC Member Switches Services - When patient pay for a waiver 

member is zero and the member is admitted and discharged back and forth between personal 

care and respite care services, it is not necessary to complete the change in provider 

procedure.  Patient pay segments should be linked to the personal care provider.  Remember, 

zero patient pay = zero patient pay. 

 

Member Enters Hospital and Returns to the Same LTC Provider within a Month – If 

this scenario occurs, it is not necessary to follow the change in provider procedures or to 

change the patient pay.  This is a claims issue between the provider and DMAS. 

 

http://spark.dss.virginia.gov/divisions/bp/files/me/manual_transmittals/manual/m14.pdf
http://spark.dss.virginia.gov/divisions/bp/files/me/manual_transmittals/manual/m14.pdf
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Change in Provider During a Prior Month 

Patient Pay is split between 2 Providers in the Month of Change with the New Provider 

Collecting a Greater Share of the Patient Pay than the Former Provider   

 

This procedure applies to like provider changes that occurred in a prior month when the 

ongoing patient pay remains the same from one provider to the next. 

 

Example 1 - The member is moving from one CBC provider to another in March 2012.  The 

provider from which this member is being discharged will be responsible for collecting a 

portion of the patient pay for the month of change.  The date of discharge is 03/15/2012.  The 

full month patient pay amount is $212.00. The former provider will collect $100.00 in the 

month of change based on their Medicaid per diem rate.  The new provider will collect 

$112.00 in the month of change.  The date of admission to the new provider is 03/16/2012.  

The ongoing patient pay is the same as it was in the past, so advance notice is not required. 

The member was notified of the patient pay amount when the Notice of Obligation was 

generated by the MMIS for the former provider.   
 

Since the patient pay amount to the new provider is greater than the amount to the former 

provider in the month of change, patient pay segments must be entered out of date sequence.  

This will turn off the MMIS edit preventing retroactive increases since the change occurred in 

a past month.  

 

This example has been grouped into four transactions to show the breakdown of  how each 

segment is entered.  Note that there are multiple ways to make this change in the MMIS and 

achieve the same results.  This example only demonstrates one way to make this type of 

change. 
 

 Navigate to Member Financials screen, select the Patient Pay button; note the segment 

in which the change occurred is in column 1 

 

Transaction 1 

 

 In column 1enter:   

 Reason Code “PR” 

 End Date is the last day of the month prior to the month of change 

 In column 2 enter: 

 Reason Code “PR”  

 Begin Date is the day of admission to new provider 

 End Date is the last day of the month of the month of change 

 Select Enter, then Override to go to Patient Pay screen 3 and shut down the automated 

calculations 

 In column 2 enter: 

 Basic Allowance Ind.  

 Patient Pay to the new provider 

 Select Enter, then select Update to save data 

 Select the Patient Pay button to return to Patient Pay screen 1 
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Transaction 2 

 

 Enter the new provider ID number   

 In column 2 enter: 

 Reason Code “PR” 

 Begin Date is date is the first day of the month following the month of 

change 

 End Date is last day of the month following the month of change 

 Income 

 Select Enter, then select Override to go to Patient Pay screen 3 and shut down the 

system automated calculations 

 In column 2 enter: 

 Basic Allowance Ind. 

 Basic Allowance 

 Total PNA/PMA 

 Patient Pay 

 Select Enter and then Update to save data 

 Select the Patient Pay button to go to return to Patient Pay screen 1 

 

Transaction 3 

 

 In column 1 enter: 

 Reason Code “IA” 

 End Date is 12/31/9999 for ongoing patient pay 

 Select Enter, then Next twice to go to Patient Pay screen 3 

 Select Enter, then Update to save data 

 Select PP Hist to go to the patient pay history screen 

 

Transaction 4 

 

 Select the segment to former provider that ended the month prior to the month of 

change, then select Patient Pay to go to Patient Pay screen 1 

 In column 2 enter: 

 Reason Code “PR”  

 Begin Date is the first day of the month in which the change occurred  

 End Date is the date prior to date of discharge from the former provider  

 Income (and special earnings indicator, if appropriate) 

 Select Enter, then Override to go to Patient Pay screen 3 

 In column 2, enter: 

 Basic Allowance Ind.  

 Basic Allowance 

 Total PNA/PMA 

 Any other allowances 

 Patient Pay 

 Select Enter, then Update to save data 

 Select PP Hist to review all changes 
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See the screen shots of this example on the following pages: 
 

Transaction 1 
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Transaction 2 
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Transaction 3 
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Transaction 4 
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All of the Patient Pay for the Month is Paid to the Former Provider 

 

 The following procedures apply when: NF to NF, CBC to CBC and PACE to PACE provider 

changes occur; patient pay for the latter part of the month of change is less than patient pay  

for the following month; it is after system cutoff for advance notice; and the member had 

previously received notice of the amount of patient pay due in the following month.   

 

Example 2- The member changes from one NF to another in the month of April 2012.  

Notification of the change is not received by the agency until after patient pay cutoff for 

increases, the 15
th

 of the month, in May 2012.  The full month patient pay is $845.00.  Patient 

pay in April to the former provider will be $845.00 based in the NF’s Medicaid rate, and 

$0.00 to the new provider.  Patient pay for May ongoing will remain the same.  The member 

was notified of the patient pay amount when the Notice of Obligation was generated by the 

MMIS for the former provider.  Since patient pay for the latter part of the month of April is 

less than the amount of patient pay for May, the segments will have to be entered out of date 

sequence. This will turn off the MMIS edit preventing retroactive increases since the change 

occurred in a past month. As a result, the May patient pay segment will be entered prior to 

entering the segment for the latter part of April.   

 

Transaction 1 

 

 Navigate to the Member Financials screen 

 Select the Patient Pay button to navigate to Patient Pay screen 1 

 In column 1 enter: 

 Reason Code “PR” 

 End Date is date prior to the date of discharge from former provider 

 In column 2 enter: 

 Reason Code “PR” 

 Begin Date is first day of the month following the month of change 

 End Date is last day of the month following the month of change 

 Income  

 Select Enter, then Next twice to go to Patient Pay screen 3 

 In column 2 enter: 

 Basic Allowance Indicator 

 Any allowances, if appropriate 

 Select Enter,  the Update to save data 

 Select Patient Pay to go to Patient Pay screen 1 

 

Transaction 2 

 

 Enter the New Provider’s NPI number 

 In column 2 enter: 

 Reason Code “PR”  

 Begin Date is date of admission to new provider in the month of change 

 End Date is last day of the month of change 

 Select Enter, then Override to go to Patient Pay screen 3 

 In column 2 enter: 

 Basic Allowance Indicator 
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 Select Enter, then Update to save data 

 Select Patient Pay to go to Patient Pay screen 1 

 

Transaction 3 

 

 In column 1 enter/change:  

 Reason Code “IA” 

 End Date is 12/31/9999  

 Select Enter, then Next twice to go to Patient Pay screen 3 

 Select Enter, then Update to save data 

 Select the PP Hist to verify updates 

 

 

Transaction 1 
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Transaction 2 
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Transaction 3 
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Change of Provider is in the Past and an Underpayment has Occurred which will 

Require Collection of an Underpayment through Patient Pay 

 

Example 3 - In this example the member changes from CBC to NF during the ongoing 

patient pay segment.  The month of change is March.  A DMAS-225 is received on May 29
th

 

notifying the agency of the change.  It is after the 15
th

  of the month which is cutoff for 

increases.  As a result, the earliest that patient pay can increase is July.  CBC patient pay was 

zero.  NF patient pay is $478 per month after allowances are deducted. Patient pay for the 

months of April, May and June are all underpayment months. The underpayment amount is 

$1434.00,which is less than $1500, so the LDSS will collect the underpayment.   

 

Transaction 1 

 

 Navigate to the Member Financials screen 

 Select the Patient Pay button to navigate to Patient Pay screen 1 

 In column 1 enter: 

 Reason Code “PR” 

 End Date is date prior to the date of discharge from former provider 

 In column 2 enter: 

 Reason Code “PR” 

 Begin Date, date of admission to new provider 

 End Date is last day of the month of change 

 In column 3 enter: 

 Reason Code “PR” 

 Begin Date, first day of first underpayment month 

 End Date, last day of last underpayment month 

 Income  

 Select Enter, then Override to go to Patient Pay screen 3 

 In column 2 enter: 

 Basic Allow Ind 

 In column 3 enter: 

 Basic Allow Ind 

 Basic Allowance 

 Total PNA 

 Other allowances 

 Zero Patient Pay 

 Select Enter, then Update to save data; select Patient Pay to go to Patient Pay screen 1 

 

Transaction 2 

 

 Enter the New Provider’s NPI number 

 In column 2 enter: 

 Reason Code “PR”  

 Begin Date is date of first ongoing month of patient pay 

 End Date is last day of the first ongoing month of patient pay 

 Income 

 In column 3 enter: 

 Reason Code “PR” or “IA” 
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 Begin Date, first day of the second month of ongoing patient pay 

 End Date, last day the second month of ongoing patient pay 

 Income  

 Select Enter, then Override to go to Patient Pay screen 3 

 In column 2 enter: 

 Basic Allow Ind 

 Basic Allowance 

 Total PNA 

 Other allowances 

 Patient Pay = ongoing patient pay plus total underpayment amount 

 In column 3 enter: 

 Basic Allow Ind 

 Basic Allowance 

 Total PNA 

 Other allowances 

 Ongoing Patient Pay 

 Select Enter, then Update to save data; select Patient Pay to go to Patient Pay screen 1 

 

Transaction 3 

 

 In column 1 enter/change:  

 Reason Code “IA” 

 End Date is 12/31/9999  

 Select Enter, then Next twice to go to Patient Pay screen 3 

 Select Enter, then Update to save data 

 Select the PP Hist to verify updates and change Provider ID for the month of change 

segment to the new provider 

 

Transaction 4 

 

 Select the radio button next to segment for new provider in the month of change 

 Select Patient Pay to go to screen 1 

 Change the Provider ID to the new provider’s NPI 

 Select Enter, then Override to go to Patient Pay screen 3 

 Select Update to save data 

 Select the PP Hist to verify update 
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Transaction 1 
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Transaction 2 
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Transaction 3 
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Transaction 4 
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The examples provided in this section do not cover all of the scenarios that may be 

encountered.  Please remember to contact the patient pay email address for questions 

regarding other scenarios or when the necessary steps to complete the change in 

provider are not clear. (patientpay@dmas.virginia.gov ) 

 

mailto:patientpay@dmas.virginia.gov
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Updating Patient Pay Segments - Member Deceased 

When ending patient pay for a deceased Member use Reason Code “OT”.  The end date of 

patient pay is the day prior to the date the individual died.  Refer to the section in this chapter 

on retroactive update of an allowance.  The member’s eligibility segment may be cancelled 

prior to or after ending patient pay.  If a member dies prior to the begin date of the earliest 

patient pay segment entered into the MMIS, “OT” cannot be used to end date patient pay.  

“OT” cannot be used to add patient pay segments.  Follow the procedures for updating patient 

pay and deleting patient pay segments in this chapter. 

 

Note:  Per Broadcast 6931 Workers should no longer use the “RCD” reason code to end date 

patient pay segments for deceased members.  Using this code prevents  entry of future 

payments and therefore requires assistance from the MMIS fiscal agent 

  

DOD in Ongoing Patient Pay Segment  

 

 Navigate to Patient Pay screen 1 in update mode 

 Enter: 

 Reason Code “OT”  

 End Date -the date prior to date of death 

 Select Next, twice, to go to Patient Pay screen 3 

 Select Comment button, enter message that the member is deceased; select Update, then 

Return to go back to the patient pay screen 3 

 Select Update to save data 

 Select the PP Hist to verify update 

 

Future Patient Pay Segments 

  

 From the Financials Screen select radio button for View Previous Patient Pay, then 

select Enter  
 At the Patient Pay History screen, select the segment in which the member became 

deceased and select the Patient Pay button to go to Patient Pay screen 1 
 Enter: 

 Reason Code to “OT” 
 End Date-date prior to the date of death 

 Select Enter, then Next twice to go to Patient Pay screen 3 
 Select Comment button, enter message that the member is deceased; select Update, then 

Return to go back to the patient pay screen 3 

 Select Enter, then Update to save data 
 Select the PP Hist to verify update  

 

 

 

 

 

http://localagency.dss.virginia.gov/broadcasts/docs/2011/05/24/6931.pdf
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Entering Patient Pay with a Special Earnings Allowance 

The Special Earnings Indicator data field on Patient Pay screen 1 is entered when a special 

earnings allowance should be calculated.  Patient Pay screen 2 is the special earnings 

allowance calculation screen.  When the SP Earnings Ind data field is entered earned income 

from Patient Pay screen 1 populates Patient Pay screen 2.  For nursing facility members with a 

special earnings allowance no other data is required to be entered on screen 2.  For CBC or 

PACE Members the % SSI data field must be entered in order for the system to complete the 

calculations.  The % SSI data field is the only data field that can be updated.  

 

When override mode is required to enter patient pay for a member with a special earnings 

allowance, override mode is not invoked until Patient Pay screen 3.  On screen 3 select 

override to switch the screen to override mode.  

 

Special Earnings Allowance Indicator Codes:  
 

NF Nursing Facility 

CBC Community Based Care Waivers & PACE 

 

Patient Pay screen 2 is divided into two sections, nursing facility members and CBC/PACE 

members.   

Nursing Facility Members 

 Navigate to Patient Pay screen 1 and enter the appropriate special earnings allowance 

indicator code in the Special Earnings Ind. field 

 Select the Next button to navigate to Patient Pay screen 2 

 

Note:  If earned income is less than $75.00 for a NF member, the MMIS will not be able to 

complete the special earnings calculation.  Skip to Patient Pay screen 3 and switch system to 

override mode.  Next, enter the amount of income as the Special Earnings Allowance in that 

data field.  Add the basic allowance and the guardian fee, if any, to determine the total PNA.  

Patient pay will have to be determined outside the system and the worker must enter the 

amount of patient pay along with any other allowances. 
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For CBC and PACE Members: 

 

 On Patient Pay screen 1 enter the % SSI data field, either 200 or 300 

 Select Enter to invoke calculation of the special earnings allowance and 

error/informational messages 

 Review data; if % SSI data field changed, select Enter again prior to update 

 Select  the override button to navigate to Patient Pay screen 3. The MMIS will 

complete the calculations and make the necessary comparison to determine the 

appropriate amount of the allowance 

 

Example – The following example is for a member receiving CBC waiver services, with a 

single marital status, unearned and earned income. 

 

 Navigate to the Member Financial screen 

 Select Patient Pay button to go to Patient Pay screen 1 

 Enter the following: 

 Mail to Indicator 

 Provider ID 

 Reason Code 

 Begin Date 

 End Date (or leave blank for default date of 12/31/9999) 

 Income 

 Special Earnings Ind. 

 Select Enter to invoke calculations, error/informational messages and align data 

 Select the Next button to go to Patient Pay screen 2 

 Enter % SSI (200 or 300 for CBC and PACE) 

 Select Enter to calculate allowance, then Next to go to Patient Pay screen 3 

 Patient Pay screen 3 enter: 

 Basic Allowance Ind. 

 Change/add any allowance amount 

 Select the Override button to switch to override mode 

 Enter the following as appropriate for the ongoing segment: 

 Spenddown Liab/MN Override  

 Remaining Income 

 Basic Allowance Ind. (Note:  An error message displays when the 

Special Earnings Ind. does not match the Basic Allowance Indicator) 

 Basic Allowance  

 Sp Earnings Allowance 

 Guardian Fee 

 Total PNA/PMA 

 Any other allowances 

 Spenddown Liability 

 Total  

 Contributable Income 

 Patient Pay 

 Medicaid Rate 

 Select Enter, then Update to save data 

 Select PP Hist to verify update 
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Retroactive Update of an Allowance 

A retroactive update of an allowance applies when the a deceased member had health 

insurance premiums or non-covered medical expenses that should have reduced patient pay or 

an institutionalized spouse is deceased or has been discharged from long-term care and the 

community spouse is owed money for a spousal allowance, (see M1470.910 of the Medicaid 

Eligibility Manual).  No other retroactive changes in patient pay are allowed.  Changes in 

allowances must be reported timely in order for the change to be completed. 

 

Reason Code “RAL” is used for retroactive adjustments of allowances.  “RAL” causes the 

system to split an existing patient pay segments into two separate segments. The end date 

entered to split the segment is the last day of the month prior to the month in which the 

change affects the amount of patient pay. 

 

Example – The procedure that is used in the following example is appropriate when a single 

member is deceased or when an institutionalized spouse is deceased.  In this example the 

member’s marital status is single, with SSI/SSA income and pension less than 300% of SSI, 

no earned income, and a non-covered medical expense reported timely in the month the 

member became deceased. 

 

 Navigate to the Patient Pay History screen and select the segment in which the 

member became deceased and select Enter to go to Patient Pay screen 1 

 In column 1enter: 

 Reason Code “RAL”  

 End Date is the last day of the month prior to the month of the 

allowance deduction 

 Select Enter to invoke systems edits, then select Next button twice if no Special 

Earnings Allowance to move to Patient Pay screen 3  

 Select Update to save changes 

 Select the PP Hist button to review changes and select the next segment; note that the 

original  segment has been split in two 

 Select the segment that requires a patient pay adjustment, then select Enter to go to   

Patient Pay screen 1 

 In column 1 enter: 

 Reason Code “AL”  

 Select Enter, then select Next twice if no Special Earnings Allowance to go to Patient 

Pay screen 3 

 In column 1 enter: 

 the amount of the non-covered medical expense or spousal allowance 

 Select enter to invoke system edits (An informational message will appear advising 

that the new patient pay amount is less than the existing patient pay amount) 

 Select Update to save changes, then PP Hist to review changes 
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Deleting a Patient Pay Segment 

Deletion of a patient pay segment may only be completed when a member is discharged from 

LTC for a reason other than death and future patient pay segments are no longer valid or when 

the member dies prior to the begin date of the first patient pay segment.   A segment which is 

deleted is maintained in the member’s patient pay history with a void status, but will not 

appear on the Member Financials screen.  Reason code “OT” must be used when deleting a 

segment and comments must be entered regarding why the action to delete a segment is being 

taken on the Comments screen.  Note:  When a retroactive adjustment of an allowance is 

required see the section in this chapter for this type of update. 

 

 Navigate to Patient Pay screen  1 of the patient pay segment that is to be deleted 

 Enter “OT” in the Reason Code field 

 Delete the End Date and enter two periods “..”  

 Select Enter, then Next twice to go to Patient Pay screen 3 

 Select the Comments button and enter statement as to why segment is being deleted 

 Select Update, then Return to go back to Patient Pay screen 3 

 Select Update to save data 

 Select the PP Hist button to verify update   

 

Note:  (The segment has been placed in a void status and is maintained in history) 
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Repeat this process until all future segments are deleted. 
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Appendix 1 – Notice of Obligation 
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Appendix 2 - Search for Provider Identification Number 

The following procedure may be used to search for the NPI/API number for LTC Providers to 

enable data entry of patient pay segments into MMIS. 

 

 Navigate to the Main Menu and select Provider 

 At the Provider Main Menu Select Provider Name from the Cross Reference Inquiry 

drop down menu 

 Screen select Inquiry and enter the provider’s name in the Last Name/Bus Name data 

field.  Note:  if the full name or spelling of the provider is not known a partial name 

search can be performed by entering an asterisk (*) next to the last letter of the name 

or next to the last three letters of the name.   

 Select Enter to navigate to the Provider Cross Reference Screen which displays a 

listing of providers that match the search criteria. Provider location, ID number, and 

other information is displayed.   

 If additional data is required click the radio button beside the provider and select Enter 

to navigate to the Provider Location Information screen. 
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Appendix 3, Patient Pay Reports 

Monthly Reports 

RS-O-063 Patient Pay Add/Updates – includes all the patient pay information that was 

added or changed for members since the last report.   

 

RS-O-064 Patient Pay Active LOC without 122 (patient pay) on File - cumulative report 

of all members with active LOC and eligibility, but no patient pay in MMIS.  

These are members for whom patient pay must be added to MMIS. 

 

RS-O-065 Patient Pay Active LOC with 122 (patient pay) on File – cumulative of all 

Members with patient pay in MMIS.  

 

RS-O-066 Patient Pay Active LOC without Active Eligibility – cumulative report of all 

members with active LOC and no active eligibility.  These are members for 

whom eligibility must be reviewed. 

 

RS-O-067 Patient Pay 300% Group Active Eligibility without Active LOC – cumulative 

report of all members in the 300% SSI Group who have active eligibility but 

no LOC.  These are members for whom eligibility must be reviewed. 

 

RS-O-068 Patient Pay Members with LOC in Pending Status – cumulative report of all 

Members with LOC in a pending status.  These are members for whom DMAS 

needs to take action to determine if the LOC status should be changed to 

active. 

Daily Reports 

RS-O-069 Patient Pay Notice of Obligation Long Term Cost – provides a copy of the 

patient pay information printed on the Notice of Obligation sent to the member 

or representative.  A copy of this report may be provided to the member or 

representative when the notice is lost or otherwise missing.  Copies of the 

actual notice are stored by DMAS.   

Report Discrepancies 

Individuals for whom discrepancies are noted for RSO-064 and RSO-066 should be reported 

to the DMAS LTC Division at this email address:  ltcpatientpayissues@dmas.virginia.gov .  

The discrepancies may include but are not limited to, eligible members who no longer receive 

Medicaid LTC services, but have an active LOC and members with an active LOC, but are no 

longer Medicaid eligible.  The subject line should read “PP Report Issues.”  A list of member 

names, ID numbers description of issue should be provided in the body of the email.  The 

LTC Division will address any discrepancies and if required, adjust the individual’s MMIS 

record.  The end dating of any LOC will cause the Member to drop off the PP report.  

Localities should also include a contact person’s name and phone number in the event 

additional information is needed. 

mailto:ltcpatientpayissues@dmas.virginia.gov
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Appendix 4 - SSA COLA Automated Update Process 

In November of each year, DMAS receives a data file from the Social Security 

Administration reporting changes in the amount of a member benefit or entitlement.  The 

MMIS, subsequent to receipt of this data file, will run the file against LTC members in the 

MMIS to update the member’s Bendex data.  The updated data will be utilized by MMIS to 

complete an automated mass update of member patient pay records.   

 

Not all member patient pay records will be updated by the automated process.  Patient pay 

records that will be excluded from the process are minimal and include those for whom 

patient pay: 

 

 Was not entered until after the update process was completed 

 Was entered in override mode 

 Contains a spousal or family/dependent child allowance 

 Is based on a SSA dual entitlement determination 

 Has a date range that ends prior to the beginning of the next year. 

 

All other members will be included in the process and have their patient pay updated. 

 

Three reports will be generated at the beginning of December of each year for LDSS workers.  

These reports will be available through the LDSS Intranet, Medicaid Management Reports 

link.   

Yearly Reports 

RS-O-070A SSA COLA Update, Patient Pay Recalculated – members with updated patient 

pay.  No action is required. 

 

RS-O-071A SSA COLA Update, Patient Pay Not Changed – members whose patient pay 

was not updated.  These are members for whom patient pay must be reviewed 

to determine if action should be taken to update patient pay.   

 

RS-O-072A SSA COLA Update, SSA Amount Changes – provides data on members’ prior 

benefit amount and new benefit amount. 

 


